73. C. McGrand, D. M. Rees, and 3. Harry conjunctiva. The cornea and intraocular tissues were not involved and there was no regional lymphadenopathy. The general condition of the child was satisfactory.
Progress
After admission to hospital and vigorous treatment with irrigations, topical antibiotics, and systemic sulphonamides, the discharge rapidly lessened and by the next day it was noted that a large cheesey mass of what appeared to be granulation tissue was protruding downwards from the upper lid to cover most of the cornea. A similar but smaller mass was seen to be arising from the tarsal conjunctiva of the lower lid. These were considered to be either true or pseudo-membranes. The lower lesion gradually became smaller and disappeared, but the upper one persisted unaltered. There was also a mild sticky discharge from the eye.
After a month, the mass from the upper lid was removed under general anaesthesia. The condition, however, returned to its former state within 3 days, and 2 months later a second excision was performed and the base of the denuded area was painted with silver nitrate. At these two operations, the excision involved removal of the tissue from the whole inner surface of the upper lid and fornix. There was a little bleeding from the cut surface and the removed specimens were soft and fleshy.
Following the second operative procedure, a mass returned within 3 days, but clinically this appeared dry and encrusted. During the following months this mass gradually became smaller and it had disappeared completely by the time the child was 9 months old. Throughout the whole of this period local treatment with various antibiotic preparations and simple lotions was maintained. This made no obvious difference to the appearance of the membrane, but the discharge from the eye was less noticeable. The child was last seen when 21 months old and both eyes and adnexae were then quite normal.
Histological examination
The material removed from the lid on the second occasion was submitted for histological examination (Figs 1-3 ). Sections showed a mass consisting of irregular, non-birefringent, eosinophilic, hyalinized deposits associated with granulation tissue. Both acute and chronic inflammatory cells were seen and in some areas eosinophils were conspicuous. There was, in addition, a little haemorrhage. Islands and strands of partly degenerate epithelium were incorporated within the mass which was also partly covered at the periphery by epithelium. Visual acuity in each eye was 6/6 unaided. The left eye was normal in all respects. Eversion of the right upper lid revealed an elevated hard mass with an indurated base arising from the tarsal conjunctiva (Fig. 4) . There was no ptosis, the lower lid was normal, and no other ocular abnormality was detected. There was no regional lymphadenopathy and general physical examination revealed no abnormality. Progress A week after the patient's first visit to hospital, the mass was excised flush with the adjacent conjunctival surface and the bed was noted to be granular and bleeding. Within a week, however, the mass had regrown to its original size. The patient continued to be observed and 3 months later a further excision of the mass was performed. After this procedure there was no rapid recurrence, but a mucoid exudate was seen to be forming at the operation site. In an attempt to clear this exudate, 20 per cent. acetylcysteine drops (a mucolytic agent) were instilled into the affected eye six times a day. The treatment was begun on the ninth postoperative day, but in spite of this the mass gradually reformed and grew to its original size within 3 weeks. There has since been no obvious change asnd the patient is continuing to be observed.
Histological examignatio
Sections of the first mass to be excised showed granulation tissue together with an eosinophilic, hyalinized deposit. No epithelium was seen and no micro-organisms were demonstrable.
The second mass to be excised was submitted to a more extensive histopathological study opposite There was thus no evidence of infection with any of these viruses.
Discussion
Conjunctivitis with membrane formation can result from many different causes. Hogan (1947) classified chronic ligneous conjunctivitis as a membranous conjunctivitis due to unknown or uncertain causes, but suggested that some of the reported cases were due to micro-organisms. He believed that most of them were of streptococcal origin, and considered that future cases would be classified among the other recognized groups of bacterial conjunctivitis. Verhoeff (958) , in describing a chronic case of ligneous conjunctivitis and reviewing the literature relating to the condition, stated that there was usually an associated nasopharyngitis, and considered that the primary infectious agent was probably a filterable virus. Apart from the apparent absence of upper respiratory involvement, the two cases described in this paper are fairly typical, from both the clinical and pathological viewpoints, of ligneous conjunctivitis. Thus Case I was a persistent membranous conjunctivitis appearing in an infant, and Case 2 had a childhood history of what was probably a membranous conjunctivitis, but presented again in adult life with a hard and elevated lid lesion. Neither of the patients, however, had corneal lesions, the presence of which are mentioned by Paufique and Moreau (1953) as a cardinal sign of the disease. The absence of systemic features and the involvement of only one eyelid may account for this, for in the more severe variety of the condition with a tendency to perforation of the globe, involvement of all four eyelids and extra-ocular manifestations are more common. In this respect it is of interest to note that the case described by Verhoeff (1958) had conjunctival lesions for over 30 years without impairment of vision, and no mention is made of any systemic symptoms. It seems likely that, as suggested by Francois (I966), there are two varieties of the condition, one with and one without associated systemic disturbances.
Despite the fairly extensive investigations undertaken, particularly in Case 2, no further light has been shed on the question of the aetiology of the condition. The bacteria cultured from the conjunctival sac in Case I are considered to be incidental to the disease, and there is thus no convincing evidence of a causative agent in either case.
The possibility that an autoimmune mechanism might be involved in the disease was considered. Neither case, however, showed a raised ESR, and in Case 2 attempts to demonstrate circulating immunoglobulins and cell-bound antibodies failed to reveal evidence of autoimmunity.
Many of the cases of ligneous conjunctivitis previously described (Goldmann and As regards treatment of the condition, the position is still very unsatisfactory. Apart from surgical removal of the membranous mass, other treatments which have given some measure of success include irrigations with streptodornase, streptokinase, and hyaluronidase. Spaeth (I967) recently reported a case which showed limited improvement after combined treatment with idoxuridine and cytosine arabinoside and the simultaneous administration of systemic and topical corticosteroids. The application of ,B rays and x rays after excision of the mass has been tried but with only a limited degree of success. Hery, Demailly, and Dhermy (i966) recommend an extensive procedure of complete removal of the lesion from the affected lid to leave only skin, and the application of a buccal graft to the bare area, followed by x-irradiation. It is felt, however, that such an operation is not indicated if the patient remains relatively free from symptoms.
In Case I the mass resolved spontaneously after a period of about 9 months although the regular use of antibiotics may have expedited its cure and prevented keratitis. It is interesting to speculate whether a recurrence will be seen at a later date. In Case 2 the situation remains unaltered. A postoperative course of mucolytic eye drops was given in an attempt to prevent recurrence after the second abscission, but without success. In view of the lack of symptoms it is not proposed to perform any further surgery at present.
In conclusion, the question of nomenclature of this condition should be considered. As pointed out by Verhoeff (1958) , the term "chronic membranous conjunctivitis" is inaccurate, for in the stage when the disease is inflammatory and membranous it is not chronic but acute, and when it becomes chronic it is not inflammatory. In the absence of any specific histopathological change and with the aetiology uncertain, in order to distinguish this disorder from chronic conjunctivitis with membrane formation in which the aetiology is known, the only alternative name we would suggest is "idiopathic recurrent membranous conjunctivitis". In the present state of our knowledge, however, there seems little advantage in changing the accepted but rather unsuitable term of ligneous conjunctivitis. 
Summary
The general features of ligneous conjunctivitis are mentioned. Two cases of the condition are described. Investigations as to aetiology are considered, and particular reference is made to the possibility of a virus infection or an autoimmune process. Other possible causative factors are mentioned. The unsatisfactory state of present methods of treatment are noted, and it is considered that in the absence of severe symptoms radical surgical treatment is not indicated. The question of terminology is discussed.
